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This visit was for a home health federal
recertification survey. This was a partial
extended survey.

Facility #: IN 011167.
Medicaid Vendor #: 200838680.
Dates of Survey: March 27, 28, 29, and 30, 2012.

Surveyor: Janet Brandt, RN,PHNS.

Unduplicated Census: 183.

Number of records reviewed: 10.
Number of active records reviewed: 8.
Number of closed records reviewed: 2.

Quality Review: Joyce Elder, MSN, BSN, RN
April 4, 2012
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PROGRAM

The HHA has written policies requiring an overall
evaluation of the agency's total program at least
once a year by the group of professional
personnel (or a committee of this group), HHA
staff, and consumers, or by professional people
outside the agency working in conjunction with
consumers.

This STANDARD is not met as evidenced by:
Based on interview and review of documents, the
agency failed to ensure an annual evaluation was
completed for 1 of 1 agency reviewed with the
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Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients . (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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potential to affect all the patients of the agency.

The findings include:

1. Review of agency documents failed to
evidence a performance improvement program.
The agency was unable to produce any
documentation to evidence implementation,
maintenance and assessment of a performance
improvement program that evaluated the quality
and appropriateness of patient care, identified
and resolved identified problems, and improved
patient care.

2. Employee A, on 3/30/12 at 1:15 PM, indicated
the quality assurance program had been lacking
so Employee D was assigned to take over the
program as of last week.

2. Employee D, at 1:15 PM on 3/30/12, stated,
"We will be including Home Health Aides,
therapists, and nursing staff to create an
inter-disciplinary process and will be deciding
next week what quality measures the agency will
use for the program. We will be performing chart
audits as well as customer satisfaction surveys."
Employee D produced a notebook untitled to be
used for the program.

G 244 | 484.52 EVALUATION OF THE AGENCY'S
PROGRAM

The evaluation consists of an overall policy and
administrative review and a clinical record review.

This STANDARD is not met as evidenced by:
Based on interview and review of documents, the
agency failed to ensure an annual evaluation was

G 243
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completed that consisted of a policy and
administrative review and a clinical record review
for 1 of 1 agency reviewed with the potential to
affect all the patients of the agency.

The findings include:

1. Review of agency documents failed to
evidence a performance improvement program.
The agency was unable to produce any
documentation to evidence implementation,
maintenance and assessment of a performance
improvement program that evaluated the quality
and appropriateness of patient care, identified
and resolved identified problems, and improved
patient care.

2. Employee A, on 3/30/12 at 1:15 PM, indicated
the quality assurance program had been lacking
so Employee D was assigned to take over the
program as of last week.

2. Employee D, at 1:15 PM on 3/30/12, stated,
"We will be including Home Health Aides,
therapists, and nursing staff to create an
inter-disciplinary process and will be deciding
next week what quality measures the agency will
use for the program. We will be performing chart
audits as well as customer satisfaction surveys."
Employee D produced a notebook untitled to be
used for the program.
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The evaluation assesses the extent to which the
agency's program is appropriate, adequate,
effective and efficient.
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This STANDARD is not met as evidenced by:
Based on interview and review of documents, the
agency failed to ensure an annual evaluation was
completed that evaluated the appropriateness,
adequacy, effectiveness, and efficiency of the
agency's program for 1 of 1 agency reviewed
with the potential to affect all the patients of the
agency.

The findings include:

1. Review of agency documents failed to
evidence a performance improvement program.
The agency was unable to produce any
documentation to evidence implementation,
maintenance and assessment of a performance
improvement program that evaluated the quality
and appropriateness of patient care, identified
and resolved identified problems, and improved
patient care.

2. Employee A, on 3/30/12 at 1:15 PM, indicated
the quality assurance program had been lacking
so Employee D was assigned to take over the
program as of last week.

2. Employee D, at 1:15 PM on 3/30/12, stated,
"We will be including Home Health Aides,
therapists, and nursing staff to create an
inter-disciplinary process and will be deciding
next week what quality measures the agency will
use for the program. We will be performing chart
audits as well as customer satisfaction surveys."
Employee D produced a notebook untitled to be
used for the program.
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Results of the evaluation are reported to and
acted upon by those responsible for the operation
of the agency.

This STANDARD is not met as evidenced by:
Based on interview and review of documents, the
agency failed to ensure an annual evaluation was
completed for 1 of 1 agency reviewed with the
potential to affect all the patients of the agency.

The findings include:

1. Review of agency documents failed to
evidence a performance improvement program.
The agency was unable to produce any
documentation to evidence implementation,
maintenance and assessment of a performance
improvement program that evaluated the quality
and appropriateness of patient care, identified
and resolved identified problems, and improved
patient care.

2. Employee A, on 3/30/12 at 1:15 PM, indicated
the quality assurance program had been lacking
so Employee D was assigned to take over the
program as of last week.

2. Employee D, at 1:15 PM on 3/30/12, stated,
"We will be including Home Health Aides,
therapists, and nursing staff to create an
inter-disciplinary process and will be deciding
next week what quality measures the agency will
use for the program. We will be performing chart
audits as well as customer satisfaction surveys."
Employee D produced a notebook untitled to be
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used for the program.
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